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surrounding parts, especially the abdominal wall. These considerations induced 
Dr. Billroth to reopen the wound six days after the operation, in order either to 
remove an existing mechanical obstruction, or to form a duodenal fistula, through 
which the patient might be temporarily fed. Dr. Billroth opened the stomach 
lor the second time, under anesthetics, and found it very much dilated and fixed, 
not only within the sphere of the former operation, but also higher up towards 
the diaphragm. The passage into the duodenum was free, but bent. As a fresh 
and complete suture of the stomach would have taken too much time, and, more¬ 
over, was not advisable in the lowered state of vitality of the patient, the abdom¬ 
inal wall was fixed to the opening in the stomach by a few sutures; and a drainage- 
tube, about the size of a finger, was placed in the duodenum for the introduction 
of food. This arrangement answered well; but the patient, who, since the ope¬ 
ration, had been nourished only by enemata, was past recovery, and died from 
exhaustion thirty hours after the second operation. The necropsy confirmed the 
observations made during life. Signs of general peritonitis were entirely absent. 
This second case, as well as the first, teaches that the operation of resection of 
the stomach carries with it as little danger of general peritonitis as any other 
laparotomy, carried out under strict antiseptic precautions, without spray. It 
appeared further, from the. necropsy, that the extirpation of the cancer was com¬ 
plete. The mesenteric glands were intact. With respect to the mechanic,d 
cause of death, this ease is prospectively instructive, especially in cases where the 
stomach is dilated. These first two eases of Dr. Billroth have made a beginning 
in this serious operation ; but much labour and experience will be necessary until 
recovery can be expected after resection of the stomach, as quickly and with as 
little anxiety as after ovariotomy. The first patient operated oil by resection of 
the stomach is at the present time in perfect health.— British Med. Journal , 
April 23, 1881. 


Gastrostomy and Duodenostomy. 

Dr. Cart. LAVOKNBroii has sent to our contemporary, the Berliner KHnisehe 
T ochenschrift, an interesting contribution on the above subjects. He first refers 
to a recent ease of gastrostomy performed and reported on bv Dr. P. Kraske. of 
Halle, in which death took place from an “artificial perforative peritonitis,” 
brought about by an escape of the gastric contents, and then relates three cases 
in which he had himself operated. Ilis own cases may be briefly summarized as 
follows: A child, one hundred and seventy-three days old, who had swallowed 
some caustic solution. This part of the operation was performed with full his¬ 
torian precautions. Tin* stomach itself was opened fourteen days later; a very 
small opening was made into it, and a drainage-tube with stopcock was inserted. 
This fitted so accurately that none of the acid contents of the stomach ever es¬ 
caped to irritate the edges of the wound or the adjacent, skin. The incision com¬ 
menced in the middle line, and followed the arch of the rib cartilages towards 
the left side as far as the eighth cartilage. The tissues of the abdominal wall 
were divided layer by layer; the peritoneum was opened on a director, and its 
free, margins wore seized by forceps to prevent retraction. A portion of the 
stomach at once presented, and a small portion of the left lobe of the liver became 
visible. The stomach was next attached to the abdominal walls by fifteen fine 
silk sutures arranged in an oval fashion ; they included only the peritoneal and 
muscular layers of the stomach. The earliest attempts at feeding caused some 
little discomfort; but this soon passed olf, and the child began to gain weight. 
A feeling of thirst was almost constant. Two hundred and ten days after the 
operation the child contracted a severe catarrhal pneumonia, and died. The ad¬ 
hesion between the stomach and the abdominal walls was quite firm. The second 
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c;i'P was that of a woman aged sixty, with cancer of the lower part of the oeso¬ 
phagus. A similar operation to the one just detailed was performed ; but the 
patient, who was exceedingly low at the time of the operation, died two days 
later. Although so short a time had elapsed, it was found at the post-mortem 
examination that the stomach was already firmly adherent to the abdominal wall; 
there was no peritonitis whatever. The third case was one of duodonostomy : a 
woman aged thirty-two years, who had had .stomach-troubles for several years. 
In the neighbourhood of the pylorus a well-marked tumour was appreciable, 
which could be followed along the lesser curvature of the stomach. The pylorus 
seemed to be entirely occluded, as there was constant vomiting of the food, and 
scarcely any feces were passed. The operation was intended to be exploratory : 
if feasible, the pylorus was to be excised ; if not, then an opening was to be made 
into the duodenum—and this, in fact, was done, for it was found that the cancer¬ 
ous disease had spread along the lesser curvature of the stomach, and that resec¬ 
tion of the pylorus was therefore, (juite impossible. A piece of the first portion 
of the duodenum was attached to the abdominal wall by fifteen to twenty fine 
sutures, which did not quite penetrate the entire thickness of the duodenum. 
The gut was opened seven days after the first operation, which was performed 
with all Listerian precautions. The patient, however, died ten days later of 
inanition. 

The author, in commenting on these operations in general, divides them into two 
groups of eases—those in which the object of the operation is attained, and those; 
in which it is not attained. Taking the last group first, these cases are again 
subdivided into such as die directly from the effects of’ the operation before the 
opening has been established—of acute septic peritonitis, for instance, or from 
some intercurrent causes, such as pneumonia or metastases. The first group is 
also subdivided (1) into cases which are successful as surgical operations, but in 
which the life of the patient is not materially prolonged; and (2) into eases which 
are completely successful. 

Death from septic peritonitis in the present stage of surgical knowledge ought 
not, he thinks, to occur, unless the teachings of antiseptic surgery go unheeded, 
lie says, too, that the antiseptic dressing must be most carefully carried out; k ‘a 
partial antisepsis is about as good as none at all.” 'The sutures ought not to 
penetrate through the mucous membrane of the stomach, as the openings may 
possibly become enlarged by the constant peristaltic movements which take place, 
and thus give passage to some food or other material into the general peritoneal 
cavity. Great care should be exercised in adapting the stomach to the wound, 
in order to avoid traction as much as possible, and as many sutures as can rea¬ 
sonably be used should be inserted in order to gain the greatest amount of adapta¬ 
tion to the abdominal walls. The silk should be soft and well earbolized ; it may 
pass for a quarter of an inch beneath the muscular tissue, and the included oval 
of gastric tissue should not be too small. If the stomach does not seem firmly 
attached, one single thread might be passed through the centre of the oval into 
the stomach, and after passing out again might he tied over a roll of earbolized 
gauze placed on the outside. In this way the stomach may be well and firmly 
attached to the abdominal wall, and with little or no danger of extraneous mat¬ 
ters getting into the peritoneal cavity, or of being displaced by any sudden fit of 
coughing. 

As regards the immediate opening of the stomach, the author rejects the plan 
as very unsafe. If there is urgency, he would suggest the use of an aspirator 
syringe, and inject liquid food in this manner. It is in cases of carcinoma that 
there is usually much vital depression, depending rather on the dyscrasia than on 
inanition proper; and it would seem as if a carcinomatous stomach, once out of 
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working order, re-takes on with difficulty its digestive functions. Hence the ne¬ 
cessity for a comparatively early operation, if surgeons would be successful in 
this form of disease. By waiting until the patient is nearly exhausted, it is not 
possible to allow a sufficiently long interval after the operation to elapse before 
opening the stomach. Langcnbueh thinks that as soon as the difficulties of swal¬ 
lowing are at all pronounced, the first part of the operation should be undertaken, 
and that the surgeon ought not to wait until the esophagus is quite impermeable. 
As regards the second part of the proceeding, he especially recommends but a 
very small opening into the stomach—so small, indeed, that a certain amount of 
force is required to get in the tube. The tube should he provided with a stop¬ 
cock ; and thus all escape is prevented. Before the stomach is punctured, it is 
desirable to fix it with a sharp hook, in order to prevent any possibility of inad¬ 
vertently puncturing its posterior wall at the same time.—J led. Times and Gaz., 
May 11, 1881. 


Intestinal Resection. 

Professor C’zkrny communicates (fieri. Klin. 1 Voeh.. No. 45, 1880) three eases 
of intestinal resection which he has performed. In two eases, the gangrenous 
coil of intestine in a strangulated hernia was resected ; and, in the third ease, a 
malignant tumour of the colon was removed. In one of the first two eases, the 
patient recovered perfectly without fever or reaction of any sort; in the second, 
the already pulseless patient died during the operation in a fit of fecal vomiting. 
The third case was the most remarkable. A female, 4 7 years old, with a tumour 
in the abdomen, diagnosed as intestinal cancer, had vomitings and diarrhoea. On 
operation, there was found a large tumour of the transverse colon, firmly attached 
to a coil of the sigmoid flexure. Part of the sigmoid flexure was first resected, 
the ends being brought together with thirty-three sutures; then a large piece of 
the colon was removed, and the ends united by twenty-six sutures. Lastly, a 
wedge-shaped piece of the mcso-colon was removed, also necessitating ligatures. 
A drainage-tube was .inserted, and the wound in the abdominal wall closed by 
means of four deep and eight superficial sutures. The patient recovered, and 
was living half a year after the operation, although, from the infiltration of the 
mesenteric glands, a recurrence is inevitable. Dr. Czernv proceeds as follows. 
The intestine being compressed above and below, the diseased part is removed 
along with the corresponding wedge of the mesentery. The ends are now dis¬ 
infected, and a double row of earholized silk sutures applied. Those in the first 
row include about a twelfth of an inch of the serous and muscular layers of each 
end of the intestine, and are about a twelfth of an inch apart. A second row of 
sutures, about a fifth of an inch apart, are applied over and partly including the 
first. The intestine is then returned into the abdomen, and antiseptic dressing 
applied .—London Med. Record, April 15, 1881. 

Resection of about sir, and a half feet of the Small Intestine , trith Recovery. 

Dr. Kokbkki e. of Strasbourg, reports in the Gazette ITchdomadaire , Nos. 4, 
5. 1881, the following remarkable case. Miss K., aged twenty-two, never 
had any disease nor indispositions, except colics, of which she has suffered 
at different times for the last two or three, years. These had returned more 
severe and more frequent last year, and in October (1880), severe symptoms 
of intestinal strangulation recurred twice, fifteen days apart. These were relieved 
in both circumstances by clysters. Ever since, she suffered with continuous and 
intense colics, which gave her no rest, day or night, and which could hardly be 
subdued by hypodermics of morphia. Three points of intestinal obstruction 



